Hepatic artery aneurysm (HAA) aneurysms [3] at least in the short term, but may be unsuccessful in extraorganic HAAs [4] .
Hepatic artery aneurysm (HAA) was diagnosed in a 62-year-old man who was a poor candidate for surgery because of severe liver cirrhosis and diabetes mellitus. Two attempts to occlude the HAA by transcatheter embolization failed because of recanalization of the aneurysm. Moreover, aneurysmal dilatation of the superior mesenteric artery and the left renal artery developed and progressed. Both the literature and the present case show that an individual approach to treatment of extraorganic HAA should be chosen in dependantan location and anatomy of the lesion.
aneurysms [3] at least in the short term, but may be unsuccessful in extraorganic HAAs [4] .
We report a patient with a huge extrahepatic HAA who had very high risk related to surgery. Angiography showed a partially thrombosed aneurysm of the common hepatic artery with involvement of the celiac trunk (Fig. l a) of HAA was recognized as 80% before 1960 [2] . With the development of modern imaging techniques, an increasing number of asymptomatic HAAs have been reported, and hemorrhagic complications were documented in less than 20% of patients [1] . So, as more asymptomatic incidental HAAs are diagnosed, the indication for their treatment is more speculative and can be questioned.
INTRODUCTION
There are a few cases in the literature about uneventful follow-up of large extrahepatic HAAs [7, 8] . Our patient had a huge, symptomatic extrahepatic lesion, so surgical or radiologic treatment could be recommended [2, 6, 9] . Arterial embolization has become the treatment of choice for intrahepatic HAA [1, 3] . The results of transcatheter occlusion of extrahepatic HAAs are contradictory, however. Ballen and Raphael [10] described a patient with the common HAA successfully treated by embolization. Johnson et al. [11] performed coil embolization of an aneurysm i.nvolving both the gastroduodenal and the common hepatic arteries with a good result. O'Connor et al. [12] , Cotroneo et al. [12] reported on two cases of partial recanalization of previously embolized extrahepatic HAA, but one to six year follow-up showed no hemorrhagic complications in these patients. On the other hand, unsuccessful and complicated outcomes of similar treatment have been reported by other authors [4, 13] .
We considered several treatment options in our patient. The risk of major operation (vessel reconstruction or liver transplantation with simultaneous removal of HAA) had unacceptably high risk in this case. Moreover, radicality of surgery would be incomplete because of the presence of other aneurysms [2] . Arterial ligation was more invasive than embolization. Direct puncture and occlusion of extrahepatic HAA was possible [14] , but that treatment had a risk of intraperitoneal bleeding [15] . Transluminal Taking these data into account, we decided to perform transcatheter embolization. The standard technique includes occlusion of both outflow and inflow vessels, and packing the aneurysm itself and any neck to the aneurysm [3] . Unfortunately, this technique was not possible in our case. The patient had HAA with suboptimal prognostic features for embolization in that it was fusiform, involved a long segment of the common hepatic artery, and had poor collaterals. In addition, the internal lumen of the aneurysm was relatively small compared to HAA itself. On the other hand, embolization was the only possible low-risk method of treatment for that patient.
After two attempts, further embolization procedures were considered to have a low benefit-to-risk ratio because of both the unsuccessful previous treatments and the presence of other arterial aneurysms. We speculated that these lesions involving SMA and the left renal artery had etiology similar to HAA but we could not exclude the probability of their enlargement after arterial flow redistribution caused by hepatic embolization.
In our patient, the clinical result should not be considered absolutely unsuccessful. Displacement of the aneurysmal lumen from periphery to the center of HAA potentially lowers the risk of spontaneous rupture of the lesion [7, 8] .
It 
